Section of Orthopcedics
Mr. Vaughan-Jackson in discussion said: It seemed fairly clear that in order to stabilize this patient and deal with his complaint of falling over and wrenching his foot, he would probably need that foot stabilizing in a correct position. Supposing that were agreed upon, the discussion at the hospital a few days previously centred around what else if anything should be done. Should there be any correction of the abduction-flexion deformity of the hip? In view of the 12-5 cm. true shortening, some abduction seemed to be desirable. But this must cause, in the long run, considerable strain on the opposite hip, predisposing to a degenerative arthritis; in addition there would be strain on the low back. Could a case be made out for correcting the alignment of the bad hip by some form of osteotomy, and, accepting the increase of shortening, giving him a higher and perhaps a heavier boot?
That was, very briefly, the problem.
Mr. R. C. F. Catterall said that this case showed a grossly short leg with a stiff hip, a bad ankle and an unstable knee. Amputation through the upper thigh, although a desperate remedy, should surely be seriously considered under the circumstances.
Mr. Vaughan-Jackson said that there were possibilities along the line that Mr. Catterall had suggested. He had had occasion to ask Mr. Buxton's opinion in another case where the hip was fixed. Personally he himself had had no experience of fitting limbs on to arthrodesed femoral stumps, but Mr. Buxton had told him the prognosis was quite good.
In reply to a member who said that the X-ray picture showed on the left hip a very firm ankylosis, and questioned whether, with the condition of the knee, it was really a true old tuberculosis, Mr. Vaughan-Jackson said that on that point he had no positively accurate information. History.-Mrs. F. G., aged 64, sustained a subcapital fracture of the left femur in April 1948. A Smith-Petersen pin was inserted in good position. Eighteen months later pain commenced in the hip and thigh, and steadily increased. Radiographs taken in August 1950 showed aseptic necrosis with collapse of the head and protrusion of the pin into the joint (Fig. 1) . Operation (3.8.50 ).-The Pidcock pin and the nail were extracted through a short transverse lateral incision. By way of the anterior approach to the hip-joint, the rectus femoris was reflected downwards, the anterior half of the capsule was excised and the whole of the necrotic head was removed. As the track of the Smith-Petersen pin was not quite central in the neck a fresh channel for the stem of the Judet's prosthesis was drilled alongside it down to the lateral cortex, which was perforated with a j in. osteotome. The selected prosthesis had a stem of 8 cm. and a head 45 mm. in diameter. The neck was carefully trimmed to fit into the mushroom head before final impaction with a concave punch made of soft wood ( Figs. 2A and 2B) .
After-treatment.-Light skeletal traction with a tibial pin, Tulloch-Brown's U-loop, and full control of external rotation, was maintained for three weeks. Flexion and extension, abduction and adduction were encouraged after four days. The traction was changed to skin traction for the fourth week. The fifth week was spent mostly in an armchair. By this time the patient could raise the leg straight to 50 degrees with ease, and the range of passive flexion was 65 degrees. There is no measurable shortening. The patient is completely free from pain, walks at good speed with one stick and a full stride, and can manage stairs.
POSTSCRIPT.-At three months she discarded the stick indoors and ceased treatment at her own request.
Mr. Nissen said that the early return of muscular control of the hip was a feature of the Judet's procedure. In another patient with aseptic necrosis who had been bed-ridden for six months the shaft of the decalcified femur fractured on attempted dislocation of the hip. This could probably have been avoided by subcapital section of the neck in situ and removal of the necrotic and adherent head piecemeal. The fracture united uneventfully with simple traction, and at three months the patient was walking well with crutches, free from pain.
The Judet's operation might prove to be the procedure of choice for cases of aseptic necrosis with a good acetabulum but a disorganized femoral head. Mr. 0. J. Vaughan-Jackson said that there was no question but that the result they had seen that evening was excellent, but he could not help feeling a little worried as to whether the prosthesis would loosen in time. Even given that the substance was absolutely inert and the whole thing was an adequate carpentering fit, and the strains of weight-bearing were in the vertical plane, he was astonished that more of Judet's cases had not come loose. Any hard inert body like this, one felt, was likely to loosen as time went on.
Mr. W. A. Law said that he had not been unduly impressed with the results of the procedure in osteo-arthritis, but for the sort of case now shown it was certainly a procedure worthy of consideration. It involved a more simple operation. One was not faced with the reconstruction of the acetabulum as one was in many cases of osteo-arthritis. He thought that with the avascular head of the un-united fracture of the head of the femur this operation was worth a prolonged trial. One would just have to wait to find out what happened in the course of ten or fifteen years. He said that many continental surgeons did nothing to the acetabulum. There was a large marginal ring of bone posteriorly which must act as a block, but they do not reconstruct the acetabulum in the manner of the arthroplasty operation.
